Introduction
In 1987, Padayachee and Van Wyk (1) described two multilocular mandibular cystic lesions that were similar to botryoid odontogenic cysts but with a glandular element. A year later, Gardner et al. (1988) reported eight other cases with histopathological features mimicking mucoepidermoid carcinoma. (2) They called the lesion Glandular Odontogenic Cyst (GOC).
The GOC is a rare developmental cyst of the jaws. The World Health Organization (WHO) includes GOC as a developmental odontogenic epithelial cyst under the terms glandular odontogenic cyst or sialo-odontogenic cyst. It occurs mostly in middle-aged men, especially in the anterior mandible. GOC can be asymptomatic or may cause pain, slow-growing swelling and tooth displacement. (3) (4) (5) (6) (7) (8) (9) (10) (11) (12) Radiographically, GOC presents as well-defined radiolucencies with uni-or multilocular appearance (3, 6, (9) (10) (11) 13) . Loss of cortical integrity and root resorption may occur (3, 7, 11, 12) . Computed tomography (CT) and magnetic resonance imaging (MRI) are recommended for diagnosis, surgical planning and follow-up (3, 12, 14) .
The histological features of GOC strongly suggest an origin from the remains of dental lamina, the microscopic features being a cystic cavity lined by nonkeratinized, stratified, squamous epithelium, localized plaque-like thickenings of the epithelium, variable numbers of mucoussecreting cells in the surface layer of the epithelium, tendency to subepithelial fibrous tissue formation, multiple cysts and absence of inflammation. The superficial layer of the epithelium consists of eosinophilic cuboidal cells, which make the surface irregular (5, 7, 9, 12) .
The cyst has an aggressive nature and high tendency of recurrence, so long-term follow-up should be carried out. The treatment is controversial, varying from conservative methods to block excision. The recurrence rates appear to be correlated with the conservative approach (3,6-9,12,13). Case Report mandible and pain on compression. The patient reported 8 months of evolution, with significant increase in the last 6 months. No medical reports were mentioned. Oral examination showed edentulous jaws and normal color and the appearance of covering mucosa, despite remarkable mass.
Case Report
Occlusal radiography revealed a unilocular radiolucency with well-defined borders involving the symphysis region and mandibular body (Fig. 1A) . Axial and coronal CT (bone window) showed a large, hypodense and multilocular lesion with cystic pattern and well defined borders, extending from the sagittal midline to the mental foramen laterally, with inferior limits ranging from the alveolar process to the mandibular base (Figs. 1B, 1C) . Severe buccal expansion and thin septa within the lesion were noted. In some areas, the buccal cortical bone was perforated. No involvement of soft tissues was depicted (Fig. 1D) .
The lesion was enucleated and the material sent for histopathological examination, which showed stratified squamous epithelium with variable thickness, cubic and ciliated cells in the superficial lining with intraepithelial cysts and mucous cells and cyst capsule of a dense connective tissue with sparse mononuclear infiltrate. The final diagnosis was again glandular odontogenic cyst (Fig.  2) . After 9 months, recurrence was observed during followup. The patient was subjected to curettage, a conservative approach, under general anesthesia.
The microscopic analysis showed a cystic capsule with stratified squamous epithelium of variable thickness, mucous and ciliated cells. There were intraepithelial cysts and the connective tissue was dense and well vascularized, confirming the diagnosis of glandular odontogenic cyst (Fig.  2) .
The patient recovered well and had no complaints one month later. Unfortunately, the patient did not return for further follow-up evaluation. 
Discussion
A case of GOC, a rare developmental cyst of the jaws, is hereby presented. (3) (4) (5) (6) (7) (8) (9) (10) (11) (12) Similar to previous studies, our case had mandibular involvement, with swelling and pain as complaints. The radiological and histological features were also in accordance with previous reports, showing a well-defined radiolucency with well-defined borders (3,6,9-11,13) and remains of dental lamina (5, 7, 12) respectively.
The disagreement was related to gender predilection and the growing time: the literature shows predilection for men and a slow-growing process (3) (4) (5) (6) (7) (8) (9) (10) (11) (12) , while the present case was reported in a woman who reported rapid growth.
The difference in radiographic features of the case reported was due to the discrepancy between conventional radiographic exam diagnosis and CT exam diagnosis: the conventional images showed a unilocular radiolucency, as mentioned in the literature. (3, 6, (9) (10) (11) 13) However, the CT scan revealed a multilocular lesion and cortical bone perforation, validating the need for multiple plane images in cases of GOC. The CT clarified the limits of the lesion and the involvement of the contiguous soft tissue, and proved helpful in treatment planning. (3, 12, 14) The aggressive nature of the lesion was evident, especially because of the recurrence and the significant increase in size since the first diagnosis. This behavior supports the belief that conservative treatment may lead to recurrence, and invasive techniques should be considered, such as marginal resection and segmental resection. As mentioned before, the cyst has an aggressive nature and high tendency for recurrence and the treatment remains controversial (3, (6) (7) (8) (9) 12, 13) .
In conclusion, GOC is a rare and aggressive lesion with a high recurrence rate. Careful clinical and radiological evaluation must be carried out. CT scans are recommended because they provide accurate information about locularity of the lesion, cortical integrity, expansion of the lesion and involvement of the contiguous soft tissue. 
